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Background

Health Research, Incorporated (HRI) is a not-for-profit
corporation affiliated with the New York State Department of
Health (DOH) and the Roswell Park Cancer Institute (RPCI). HRI's
mission is to assist DOH and RPCI to effectively evaluate, solicit,
and administer external financial support for projects.

NYS Attorney General’s Office awarded HRI funding as a result of
an out of court settlement to promote studies, research and
public education on pharmaceutical safety.


http://www.health.state.ny.us/�
http://www.health.state.ny.us/�
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Three parts to overall project

1. NYPORTS-New York Patient Occurrence
Reporting and Tracking System

2. Assessment of current hospital pharmacy
safety practices in NYS

3. Organizational level funding to support
adaptation of pharmacy safety systems
particularly aligned with the OHITT strategy
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Collaborative

0 Two part web based survey of current

pharmacy safety practices and use of
NYPORTS incident reporting system

1 On September 8, 2010 survey was released to
NYS hospitals soliciting information on their
pharmaceutical safety programs

189 Pharmacy Directors; 149 responses = 78.8%
response rate



Pharmacy Safety Survey Responses
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Within region response rates
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Hospital size and teaching status

Total # of
Hospitals
149 52.1% 47.9%

Bedsize Distribution
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Breakdown of bedsize by Region
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Medication Safety Practices




Culture - Medication safety plan, and executive
involvement

Medication safety issues get reported to:

Executive Committee of the Medical Staff — 79%

CEO 55%

Board of Directors _ 54%

Other 41%

No

Do you have a specific and detailed 40%
medication safety plan?

Yes

60%




Culture — SOPS and near misses

0 48 % of respondents have administered SOPS

m  77% have an action plan in place based on results

Does your hospital collect and report categories (near misses) or C" from
the National Coordinating Council Medication Error Reporting and
Prevention (NCCMERP)?

No
18%

Yes
82%
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Bar Coding

0 49% have Bar Coding within the pharmacy

Inventory reconciliation

|
Centralized robotics including... |
|
[

Unit based dispensing cabinets

Purchasing/ordering

0% 5% 10% 15% 20% 25% 30% 35%

0 22% have Bedside Bar Coding Administration
m 46% plan to implement in the next 12 months



Smart Pumps

Do you use smart pumps?

Nursing is permitted to override the library
and use the pump without the library:

37%

63%

“Yes " No

The use of smart pumps prevents adverse
events through a library and the libraries
are turned on.

3%

97%

mYes " No

mYes " No

Nursing overrides the pump libraries:

= 10% of the time 15%

20% of the time
11%

‘4%

7%
1%

= 30% of the time

> 30% of the time
) 62%
Nurses are not using the
libraries
= \We do not track overrides



Physician decision support tools

Please select all decision support tools that are readily
available to physicians for computerized order entry in
electronic medical record

Drugallergy alerts — 95%

Standardized order sets for treatment of certain diseases 92%
Dosing guidance -_ 92%
Drug-druginteraction | 92%
Duplicate therapy checking 79%
Formulary decision support -_ 64%
Guidance on medication associated Laboratory Testing ] 59%
Drug-pregnancy alerting 41%

Drug-disease interaction and Contraindications 28%

*This is a multiple select question. Percentages may not add to 100.
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CPOE

Does your hospital have Computerized Physician
Order Entry (CPOE) for medication ordering?

Throughout the entire hospital — 56%

Inpatient setting 56%
31% Yes .
Emergency Department (I 46%

No 69% Ambulatory setting 23%

Not Applicable 0%

Other F 13%




Electronic Medication Administration Record

Our Medication Administration

Records are:

Alert functions in eMAR

Electronic
40%

Paper
60%

Missed or overdue doses — 88%

An alert for medication administration time due

82%

Medication allergies (IR 80%

Specific alerts on high risk medication
Sound alike and look alike drugs 50%
Drug interactions -_ 46%
Drug (therapeutic) duplicates - 36%

Other 14%

Not Applicable 2%

60%



Pharmacy computer system alerts

Types of Alerts:

Patient allergy alerts — 100%

Drug-druginteractions 99%
Therapeutic duplication  |[EEY. 95%
Drug- disease interactions 43%

Adds alerts to the MAR 43%

Sound-alike medications — 41%
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And more alerts

Pharmacy Computer System Alerts

FORCING FUNCTIONS: height, weight, laboratory results 52%

ALERTS FOR DRUG-SYMPTOMS COMBINATIONS 85%

=Yes No



Pharmacy Safety Systems

Actions

Culture “ Technology
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Patient Safety Culture

Organizations with a positive patient
safety culture are characterized by

communications founded on mutual trust,

shared perceptions of the importance of
safety, and

confidence in the efficacy of preventive
measures.

“Hospital Survey on Patient Safety Culture” AHRQ Publication No.04-0041
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Why SOPS?

0 Assume organizations that have
administered AHRQ SOPS are interested in
promoting a positive patient safety culture

1 Should there be a correlation?

0 Are hospitals that have administered the
survey further along the continuum?



SOPS users are more likely to...
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SOPS users are more likely to...

Techno

ogy measures
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SOPS users are more likely to...

Action measures in response to error
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SOPS users are more likely to...

Action measures
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On what measures do SOPS users differ?

Culture

Actions

Technology
Any of the Above
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